The World Health Organisation (WHO) predicts that depression will be the most common illness in the world by the year 2020. 1 It is also expected to be the second leading cause of disability, after heart diseases. 2 Sartorius reports that depression meets the criteria for classification as a major public health burden. 3 This is not surprising, since depression has been viewed for many years as the "common cold of mental illness". Despite this alarming situation, there is a paucity of research in this field in developing countries. A major reason for this has been the misconception, until recently, that such countries are relatively free of psychiatric problems, such as depression, which are encountered in industrialised nations. This perception arose from the belief that disorders such as depression were created by the excessive stress that was caused by technological developments. 4 Until relatively recently, attempts to obtain reliable information on depression in developing countries were hampered by the fact that in many, if not most cases, the research was conducted by "outsiders". The result was that misinterpretations occurred, owing to language difficulties and deficient knowledge of the cultures that were being investigated. 5 However, at present the value of cross-cultural research is generally recognised; and there is a greater awareness in respect of flawed research methodologies. It is also acknowledged that, as a result of globalisation, different cultures are becoming integrated, with value and belief systems from one culture being incorporated into other cultures. 6 Furthermore, research has shown that the "simplistic notion of a black-andwhite world" is no longer defensible (Jackson in Swanbrow). 7 This implies that even within one culture, several sub-cultures can exist, each with its own relatively unique characteristics. Against this background, Lopez and Guarniccia rightly point out that the primary aim of cross-cultural research is to enhance our understanding of general and culture-specific processes, and particularly the way in which interaction between these variables takes place in a specific context. 8 As far as depression is concerned, the interaction between culture and depression is multifaceted and complex. 5, 9 Therefore, this correlation is not always easy to assess and interpret. An unfortunate consequence of this is the failure to recognise depressive symptoms, or the misidentification thereof. Cultural competence 
Introduction
The World Health Organisation (WHO) predicts that depression will be the most common illness in the world by the year 2020. 1 It is also expected to be the second leading cause of disability, after heart diseases. 2 Sartorius reports that depression meets the criteria for classification as a major public health burden. 3 This is not surprising, since depression has been viewed for many years as the "common cold of mental illness". Despite this alarming situation, there is a paucity of research in this field in developing countries. A major reason for this has been the misconception, until recently, that such countries are relatively free of psychiatric problems, such as depression, which are encountered in industrialised nations. This perception arose from the belief that disorders such as depression were created by the excessive stress that was caused by technological developments. 4 Until relatively recently, attempts to obtain reliable information on depression in developing countries were hampered by the fact that in many, if not most cases, the research was conducted by "outsiders". The result was that misinterpretations occurred, owing to language difficulties and deficient knowledge of the cultures that were being investigated. 5 However, at present the value of cross-cultural research is generally recognised; and there is a greater awareness in respect of flawed research methodologies. It is also acknowledged that, as a result of globalisation, different cultures are becoming integrated, with value and belief systems from one culture being incorporated into other cultures. 6 Furthermore, research has shown that the "simplistic notion of a black-andwhite world" is no longer defensible (Jackson in Swanbrow). 7 This implies that even within one culture, several sub-cultures can exist, each with its own relatively unique characteristics. Against this background, Lopez and Guarniccia rightly point out that the primary aim of cross-cultural research is to enhance our understanding of general and culture-specific processes, and particularly the way in which interaction between these variables takes place in a specific context. 8 As far as depression is concerned, the interaction between culture and depression is multifaceted and complex. 5, 9 Therefore, this correlation is not always easy to assess and interpret. An unfortunate consequence of this is the failure to recognise depressive symptoms, or the misidentification thereof. Cultural competence
Symptomatology
The symptoms of depression in the Western world are well known. The American Psychiatric Association (APA) pinpointed the following symptoms, among others: a depressed mood; loss of interest or pleasure in nearly all activities; changes in appetite or weight; a change in sleeping patterns and psychomotor activity; cognitive disturbances characterised by difficulty in thinking and concentrating, or in making decisions; decreased energy; feelings of worthlessness or guilt; and recurrent thoughts of death, or suicidal ideation, plans or attempts. 11 The World Health Organisation (WHO) lists additional symptoms, such as reduced self-esteem and self-confidence; bleak and pessimistic views of the future; and a marked loss of libido. 1 Kaplan and Sadock include daily (or sustained) fatigue or loss of energy as one of the common key symptoms in the Western world. 21 However, it seems that although certain core symptoms are encountered across the different cultures, it is equally true that depressive symptomatology often has unique manifestations in some cultures. 8 This uniqueness usually finds expression in two ways. Firstly, some symptoms, which are quite common in certain cultures, may be totally absent in others. Secondly, although a specific symptom may appear in several cultures, the intensity of the symptom may vary from culture to culture. In this regard, Young rightly points out that "the lack of consistency in the presentation of depression across cultures tends to decrease the sensitivity of any method used to diagnose this disorder. 22 For this reason, it is essential for the clinician working with crosscultural populations to become familiar with these variations, in order to accurately assess the patient in whom depression is suspected. The clinician will also find it useful to have a framework for understanding the reason that depression presents as it does across cultures. Most authors agree that, although depression is common in non-Western countries, it manifests differently in these countries. 23, 24 Non-Western patients suffering from depression do not complain of a depressed mood and guilt feelings to the same extent as patients in Western countries. Instead, they tend to project (blame), and complain of somatic symptoms more often; but they rarely manifest suicidal behaviour.
In a widely quoted review article, Singer indicated that depression is common in Nigeria, and is characterised predominantly by somatic presentation. 25 According to Singer, a similar clinical picture of somatic manifestation is encountered in Senegal, although the Senegalese also display more paranoid and manic symptoms. In Ghana, there is a high frequency of selfaccusation; and patients tend to blame witchcraft for their conditions. In Sudan, feelings of shame seem to supersede feelings of guilt. Swartz points out that research has shown that depressives in West Africa report feelings of guilt less often than is the case in Britain. 26 However, hallucinations are fairly common among depressive patients in West Africa.
In a study of mental illness in Algeria, which has a strong Arab culture, A1-Issa found that masked depression and delusional depression are the most frequent types of depression encountered by clinicians. 27 As in other non-Western countries, the manifestation of a depressive mood, in contrast to somatic symptoms, is rare. This could be ascribed to the fact that in most Arab countries, there is a reluctance among people to display a depressive mood, since such a display is regarded as shameful. In the case of delusional depression, delusions of persecution, bewitchment, possession, or poisoning, as well as aggressive forms of behaviour, are common.
The World Health Organisation (WHO), under the supervision of Sartorius, Jablensky, Gulbinat, and Ernberg, launched a study on depression in Canada, Iran, Japan, and Switzerland. 28 It was found that depression in different social and cultural settings has "core symptoms" such as sadness, joylessness, anxiety and tension, lack of energy, loss of interest, impaired concentration, and a sense of insufficiency, inadequacy, and worthlessness. Moreover, the variations encountered between the groups of patients in the different centres were relatively minor, comprising variations in severity rather than in kind.
One of the recent studies in the field of cross-cultural psychopathology comprised research in which a comparison was made between Chinese psychiatric outpatients and nonpatients in respect of the symptomatology of depression. 29 The researchers also investigated cultural groups, comprised of Chinese, Chinese American, and Caucasian American students. They found that Chinese psychiatric outpatients, in contrast to non-patients, tend to complain more of somatic symptoms. Unexpectedly, Chinese students manifested significantly fewer somatic symptoms than American students. These findings repudiated the original hypothesis formulated by researchers, namely, that Chinese students would display higher rates of somatic complaints than American students would. However, Chinese students did not manifest positive aspects of depression, such as hopelessness, lack of pleasure and lack of happiness, to a significant degree.
Three studies were conducted among Sesotho-speaking depressive patients in the Free State Province, South Africa. 17, 13 Although the samples were relatively small, and although there were some differences in the findings, the results obtained by the three researchers concurred in respect of the high incidence of symptoms such as a depressed mood, lack of energy, and thoughts of death and suicide. Swartz also reported symptoms such as dark rings under the eyes, eating and sleeping disorders, tearfulness, loss of weight and fatigue among Xhosaspeaking depressive patients in the Western Cape. Although the patients seemed depressed, they usually did not complain of a dysphoric mood.26
Language and depression
Our emotions and feelings are usually shaped and expressed by the words we use and our sentence constructions. 26 The quality of vocabulary also plays an important role in this regard. If language variations or barriers between clinicians and patients are not addressed, they may have a negative effect on the muchneeded communication, and hinder the evaluation and management process. 30, 31 In such a situation, it may be necessary to make use of an interpreter, who should possess special skills, and who should have some experience of working in a mental-health context. The interpreter should be welltrained and properly orientated, since translation can sometimes be a very intricate process, because language expressions, which play a role in revealing our emotional realities, can be very specific in nature. Accurate translation is therefore important.
It is often claimed that certain emotions are expressed more easily in some languages than in others. For example, Manson suggests that the word "depressed" does not exist in the languages of some cultures. 32 However, the absence of this word does not preclude the existence of depressive illness. Trying to understand depression solely on the basis of a Western language perspective, and assuming that depression does not exist in certain cultures because it is not verbally expressed in the same way, could make the evaluation and treatment process more difficult. 24 Furthermore, it has been argued that, in contrast with many other cultures, Western cultures place a high value on language that differentiates between emotions, and that compartmentalisation is favoured over a holistic view of the body. 19 The various ways in which we experience, express and cope with perceived distress are termed "distress idioms". 33 These idioms of distress refer, inter alia, to variations in the presentation of symptoms across cultures. 23 Flaskerud argues that there is a relationship between culture, ethnicity, and idioms of distress, because cultural aspects shape symptoms, as well as the mode of distress displayed by depressive patients. 34 The World Health Organisation (WHO) acknowledges the need to develop a common mental-health language that could be used globally in the field of mental health. If such a language could be used and understood by all concerned, there would be consensus regarding the meaning of all the terms used in describing all mental and neurological conditions and functioning, as well as pathology in a broad sense. However, it is doubtful whether it will ever be possible to create a common international language which is capable of eliminating misunderstandings and omissions. Researchers should nonetheless do their utmost to avoid pitfalls in this regard.
Gender and depression
One of the factors that have a bearing on the epidemiology of depression, interacting with culture, is that of gender. 6 Depressive disorders represent the fifth greatest burden for women, and the seventh greatest burden for men, across all physical and mental illnesses. 8 Gender differences in depression rates emerge in adolescence, and are encountered across cultures. 35 Although determinants of gender differences in depressive disorders are far from being established, Piccinelli and Wilkinson found that the following factors are likely to be involved: adverse experiences in childhood; depression and anxiety disorders in childhood and adolescence; sociocultural roles with related adverse experiences; psychological attributes related to vulnerability to life events; and coping skills. 36 In order to contribute to the knowledge base relating to depression in developing nations, especially in Africa, it was decided to conduct a study among Sesotho speakers in the Free State Province of South Africa. In an attempt to avoid a major pitfall of cross-cultural research, namely the language factor, a researcher who is a member of the Sesotho culture, and therefore Sesotho-speaking, conducted the study. The reason for this is that several authors have pointed out that cultural differences in respect of manifestation or symptomatology might be an important factor in the erroneous diagnosis of depression. 37 
Methodology
The Mangaung Township in Bloemfontein, South Africa, was selected as the geographical area for the conduction of the research. The main reason for this is that the researcher is a member of a mental-health team providing services at different clinics and health establishments in this area. Secondly, Sesotho (the main language spoken in Mangaung) is the mother tongue of the researcher, who is also familiar with the area and the culture. Thirdly, the South African government recommends that researchers should preferably focus on their immediate areas, in order to meet the needs of their own communities.
For this exploratory descriptive study, the participants were comprised of 100 Sesotho speakers diagnosed with depression. They were drawn from a population of patients visiting various health establishments in the area. Patients reporting to a specific health establishment, who qualified during the time period in which the researcher was based at that establishment, were included. The duration of the data-collection was almost four years (January, 2001 -October, 2004 ). The participants were evaluated and diagnosed by a multi-professional team, which generally consisted of a (registered) psychiatrist, a clinical psychologist and a psychiatric nurse (in certain areas, social workers, occupational therapists and/or physiotherapists also formed part of the team). The DSM-IV-TR criteria for major depressive disorders were used as the inclusion criteria. The participants were between 18 and 65 years of age, and both genders were represented. Written informed consent was obtained from each participant.
A semi-structured interview, based on the Psychiatric 40 Individual interviews were transcribed, and the information gathered was grouped into themes. The information was written in the subject's own words, or transcribed as closely as possible (or, in some cases, the subject's account was paraphrased as accurately as possible). The themes were divided into psychological symptoms, physical (somatic) symptoms, as well as behavioural and social symptoms. Quantitatively, a descriptive statistical analysis was performed to provide indications of the frequency (incidence) of identification of demographic characteristics, signs and symptoms of mental illness, as well as socio-cultural variables associated with depression, as covered by the questionnaire.
The study was approved by the ethics committee and the council of the University of the Free State. The project was also discussed with the Head of the Department of Psychiatry, at the University of the Free State, who is also the provincial clinical head for mental health. He pledged his full support regarding the study. Moreover, permission was obtained from the Head of Health in the Free State Province to conduct this study in the various health establishments. The researcher conducted a pilot study on 40 patients to investigate the practical feasibility of the research. On the basis of the pilot study findings, minor adjustments to the coding of the questionnaire had to be made.
Results
The results of the study will now be reported, with relevant context discussed. A short summary of the main findings will follow each presentation (tables, figures), after which a comparison of the findings, in relation to other findings, will be presented.
The socio-demographic characteristics of the participants are presented in Table I . Fifty-five percent of the participants were 35 years of age or younger. Almost twice as many females as males were included in the study. This finding is not surprising, as previous research and the literature suggest that significantly more women than men complain of depression. Kennedy & Eisfeld, reported that most mood disorders (excluding bipolar disorder I) are twice as common in females as in males. 41 This suggestion confirms Gregory's finding that, on average, for every male who suffers from clinical depression in the US, there are two female sufferers, with the female-to-male ratio being 2.4 to 1, according to the Epidemiologic Catchment Area Research. 42 In the National Comorbidity investigation, the ratio was 1.7 to 1. Some subtypes of depression seem to occur three to four times more frequently in females than in males. Another reason for this finding may be the fact that men in the Sesotho culture are not encouraged to express emotions of sadness, depression and grief, amongst others. A Sesotho idiom says: "Monna ke nku ha a lle". Literally, this means that a man is like a sheep, and that he is not supposed to cry.
The educational levels of the sample were surprising, as they were significantly higher than those of the general population in South Africa. The following factors may provide a possible explanation for this somewhat unexpected finding: firstly, the more educated people are, the less likely they are to be concerned or worried about the "stigma" of mental illness, especially depression. Secondly, educated Sesotho speakers may be able to identify and express depressive illness more easily. Thirdly, the less educated people belonging to the traditional cultures tend to visit or consult traditional healers for treatment for their illness, whereas the more educated individuals suffering from physical or mental symptoms prefer to visit Western-trained health professionals. The fact that 55,0% of the participants were 35 years of age or younger, as previously stated, is not surprising. Since the beginning of the 90s, those who are now in this age group have benefited from the new political dispensation, in which the need for the improvement of educational standards for black people became a major focus in South Africa. It should be taken into account that the "grade-12-plus" category also includes persons in possession of post-grade-12 certificates, as well as qualifications other than university degrees.
The majority of the participants were single. This is understandable, in view of the fact that the average age at which South Africans enter into marriage is 30 years. The fact that only half of the participants were formally employed is worrying; however, it should be taken into account that the unemployment rate in South Africa is 41,0%. 43 With regard to religion, the predominance of Christianity among participants correlates well with the distribution of religious groups in South Africa. The finding that only a minority of the participants lived in an informal settlement confirms the finding, mentioned above, that the sample belonged to the middle-rather than the lower-income group.
Factors associated with the prognosis of mental disorders, such as social support systems, social isolation and co-morbidity in respect of substance abuse (mainly involving alcohol and cannabis), were also considered. Seventy-one percent of the Sesotho-speaking depressive patients had a strong social support system, which rendered the prognosis and course more favourable. As far as substance abuse is concerned, the majority of the participants mentioned that they "used" alcohol, rather than cannabis or other (hard) drugs.
The relationship between stressful life events and depression is indicated in Figure 1 .
Although in some cases, depression sufferers could not offer an explanation for their disorder, it is apparent that various stress factors played a role in this regard. Examples include the death of loved ones, marital dysfunctions, family dysfunctions, financial difficulties and unemployment.
As far as a history of mental illness in the family (not only including depression) was concerned, the results showed that about 50,0% of the patients indicated that one or more of their close relatives had been diagnosed at least once with one or more mental disorders. The figures for specific relatives varied as follows: father: 3,0%; mother: 8,0%; siblings: 12,0%; paternal and maternal relatives: 10,0% and 9,0% respectively.
The data in Figure 2 show the extent or duration of suffering experienced by people affected by depression in Mangaung.
The depressive symptoms of almost 75,0% of the participants had lasted for longer than 6 months. The reason for this might be that, owing to the prominence and severity of somatic complaints, the clinicians tended to ignore the possibility of psychological dysfunctions or disorders during the initial assessment. 
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The findings concerning the primary symptoms and secondary symptoms are presented in Table II . The inclusion criteria for classifying symptoms as primary revealed a prevalence rate of at least 20,0%. The present author realised that dividing the symptoms into physical and psychological categories would lead to overlapping, and would reflect a superficial approach. However, for practical and discussion purposes, it was decided to categorise the symptoms into primary (20,0% or more) and secondary symptoms (less than 20,0%). The frequencies refer to the sum total of the symptoms reported by the participants, as well as those identified by the researcher.
The manifestation of depression among Sesotho speakers seems to have much in common with the manifestation of depression among counterparts in other cultures. As previously mentioned, different cultures share several universal symptoms, such as a depressed mood, suicidal ideas, a lack of interest and pleasure in activities, anxiety, guilt feelings, as well as hypothalamic dysfunctions. However, in the present study, somatic complaints, in terms of both severity and frequencies, comprised the predominant manifestations of depression. These findings are supported by Hollifield et al., who found that in Lesotho, a country that has a direct cultural link with Mangaung, somatic complaints were reported to be more prominent than a depressed mood among patients with depression. 4 The implication of the present findings is that clinical depression may easily be misdiagnosed, since physical complaints are not always recognised as a manifestation of depression. Another interesting finding was that the participants expressed feelings of guilt somewhat more often than feelings of shame. This differs from Singer's finding that depressive patients in Sudan complained more of shame than of guilt. 25 A variety of perceptual disturbances also comprised part of the significant symptoms Because of the uniqueness (higher prevalence) of these manifestations among Sesotho speakers, the prevalence of these perceptual disturbances is depicted in Figure 3 .
Other notable features of the manifestation of depression among Sesotho speakers included the prevalence of hallucinations, illusions, depersonalisation and derealisationsymptoms which are often regarded as indicative of psychotic disorders in the Western world. However, psychotic symptoms may sometimes accompany major depression in Western cultures. 44 In the present study, psychotic symptoms, especially auditory hallucinations, seemed to be much more prevalent. Some participants complained of experiencing multiple hallucinations simultaneously, while others tended to experience single incidents of hallucinations. These hallucinations were mainly auditory and tactile, but also visual and olfactory. The contents of these hallucinations chiefly comprised: audible voices, which seemed to be calling the patients by their names; hearing the voices of their ancestors; seeing a human shadow passing by; seeing their late loved ones (ancestors); burning sensations; insects crawling over their skins and inside their heads; bells ringing; and hearing music without any external stimuli. The present findings are also confirmed by Littlewood and Lipsedge, who suggest that hallucinations may be considered as a characteristic feature of even minor depression in West Africa. 45 It also seems that, even within Western cultures, non-Western individuals display significantly more psychotic symptoms. For example, Olfson et al., who investigated the prevalence of psychotic symptoms among outpatients attending an urban general medical practice in New York, where the sample consisted mainly of immigrants from Puerto Rico and the Dominican Republic, found that 20,0% of the participants were experiencing one or more psychotic symptoms, most commonly auditory hallucinations. 46 Another important finding of the present study was that 55,0% of the female patients complained of hallucinations, while only 4,0% of the male patients presented the same symptoms. The higher prevalence of perceptual disturbances among females should not be too surprising, since authors such as Saipanish and Lotrakul have found a similar trend. 47 The disturbances of the contents of thought processes among Sesotho-speaking depressives were characterised by suicidal ideas, homicidal ideas (4,0%) and paranoid delusions (14,0%). Although paranoid delusions were sometimes present, it is critically important to mention that these delusions were not bizarre, as is usually the case with patients suffering from schizophrenia. Indeed, the prevalence of delusions among depressive Sesotho speakers was more than twice the prevalence reported in the findings of the WHO study, which suggested that in all five centres of the study (Montreal, Tehran, Nagasaki, Tokyo and Basle), the prevalence of delusions among depressive patients was less than 5,0%. 28 In Algeria, Al-Issa reported that delusions of persecution, bewitchment, possession and poisoning dominated the symptomatology among depressive Algerian patients. 27 In the present study, as far as disturbances of the form of thought processes were concerned, Sesotho-speaking depressive patients displayed blocking, irrelevant answers and derailment. However, it is important that most of the relevant cognitive symptoms, with the exception of impaired concentration, were neither common nor severe.
The simultaneous presence of both delusions and hallucinations among depressive patients often causes confusion in diagnosis. In this regard, the present researcher strongly agrees with the DSM-IV-TR (2000) that psychotic symptoms among depressive patients should not be dismissed simply because they are viewed as a norm.
The specific health-service providers consulted by the participants are indicated in Figure 4 .
It is significant that, even though the majority of Sesothospeaking depressives did consult the Western-trained health professionals for treatment of their conditions, about one third of the participants indicated that they would still consult the traditional and/or spiritual healers. From the personal interviews, it became apparent that a significant number of these participants would first consult the traditional or spiritual healers in connection with their illness. The number of participants who visited traditional and spiritual healers was lower than the number reported by other South African researchers. 48 A possible explanation for this may lie in the fact that none of the other researchers had focused on one disorder (as in the case of the present study), but had concentrated on the general rate of visits to traditional or spiritual healers for a wide variety of minor ailments. The present study, nonetheless, shows that traditional and spiritual healers do play a significant role in the provision of mentalhealth-care services in South Africa. It is therefore important that their specific roles in the mental-health teams should be clarified by official policies. Moreover, the World Health Organisation (WHO) has called on African governments to officially recognise traditional medicine and to integrate it into their national health systems. The World Health Organisation (WHO) argues that for many centuries, traditional medicine played an important role in combating multiple and complex conditions affecting Africans. Because of the popularity, accessibility and affordability of traditional medicine, more than 80,0% of the people in the region still continue to rely on it for their health-care needs. 49 
Discussion
This study confirms the finding of other authors that depressive illness exists across cultures. The Sesothospeaking participants in the present study displayed certain symptoms which are distinctive in terms of their manifestation in the Western world, but which have, nonetheless, been corroborated in other African research.
Different clinical manifestations among Sesotho speakers tend to occur in three areas, in particular: somatic complaints, perceptual disturbances and disturbances of the thought processes. Concerning somatic complaints, the Sesotho speakers who participated in this study complained mainly of headaches, palpitations, a stiff and painful neck, excessive sweating, dizziness, constipation and chest pains. As far as perceptual disturbances were concerned, hallucinations appeared to be more common among the Sesotho speakers than among the subjects whose symptoms were reported on by Western researchers. The contents of these hallucinations included voices which seemed to be addressing the patients; being called by their ancestors; seeing the images of their ancestors; certain bodily sensations; bells ringing; and hearing music. Regarding the disturbances of thought processes, the same patterns occurred as in the case of hallucinations. Sesotho speakers reported suicidal ideas, homicidal thoughts and paranoid delusions. The most common types of these delusions were delusions of reference (entailing the belief that people were talking about them and referring to them) and delusions of persecution (entailing a belief that some people were after them, planning to harm or kill them). Delusions of bewitchment were also present, although these were not very common. However, many "normal" people from various African cultures also experience delusions that their ancestors and spirits have an influence on their behaviour.
However, it is also important to emphasise that a significant number of symptoms among Sesotho-speaking depressives were similar to those described in the DSM-IV-TR. The relevant symptoms included a depressed mood, impaired concentration, suicidal ideas, a lack or loss of interest and pleasure in activities, anxiety, fatigue and guilt feelings, as well as hypothalamic dysfunctions. These symptoms tend to overlap cross-culturally, and are labelled "core symptoms" of depression by the World Health Organisation (WHO).
As far as the treatment of depression is concerned, the approach taken by Sesotho speakers is similar to that which is followed by other Africans in the Sub-Saharan regions. Traditional medicine is not disregarded. Some African researchers and scientists argue that mental health care in Africa has been in the hands of both traditional and spiritual healers for centuries. The fact that a significant number of the participants had consulted or visited a traditional or spiritual healer is not out of keeping with African culture and practices. Other participants reported that they simultaneously consulted both traditional and Western-trained practitioners for their ailments.
Whilst the findings of the present study contribute to our understanding of depression within the context of culture, the results should be interpreted with great care, especially as far as generalisation is concerned. For example, the number of female participants was double the number of male participants, which may have affected the extent to which the sample was representative. The same applies to the locality of the research. The participants were almost exclusively from one area in the Free State Province, while Sesotho speakers are widely spread throughout the Free State Province, as well as other regions of South Africa and Lesotho. Another limitation to the generalisability of the findings is that the sample was a biased sample -i.e., it was comprised only of subjects attending health establishments. There are probably many subjects suffering from depression who do not, and/or cannot, go to the health establishments. Thus, the sample is not representative of the general Sesotho community in the area. Sub-cultural differences among Sesotho-speaking groups should also be taken into account. Another significant factor that should not be ignored concerns the educational levels and socio-economic status of the participants. Regarding educational levels: the participants in the present study were fairly well-educated. This may have made it easier for them to identify and express symptoms of depression. As far as socioeconomic status is concerned, people who have financial resources at their disposal are more likely to have access to modern mental-health services than those with limited resources.
Conclusion
The significance of this study is multifactorial. Not only does the study contribute to important academic data in a field that has been largely neglected in South Africa, but it also provides information on biographical and socio-cultural factors associated with depression among Sesotho speakers. There is no doubt that this research will contribute to the improvement of the reliability of the diagnosis of depression among Sesotho speakers. Thus, the study will also improve our understanding of mental disorders in this culture.
As most mental-health professionals are still trained within the Western diagnostic framework, especially in terms of the DSM-IV-TR and ICD-10, it is clear that certain changes should be made in these training systems, in order to incorporate the cultural differences that were noted in the present study (also see Tanaka-Matsumi & Chang). 50 The prevalence of the abovementioned training systems is understandable, since a significant portion of the South African population is part of Western culture. Moreover, Western models such as DSM-IV-TR and ICD-10 are also widely accepted in non-Western nations. It is therefore essential that training in these models should be continued, since Western Psychology and Psychiatry have much to offer to Africans who are suffering from various mental disorders. However, it is also time that the unique South African cultures, in all their diversity, began to play a more significant role than is the case at present. By only incorporating either an African or a Western model, not only the training of the psychologists, but also the relevance of the profession, will suffer.
It is equally important that research in South Africa should focus more on epidemiology, especially with regard to the manifestations of mental disorders, in the different cultural groups in the country. Since it has become clear, on the basis of the investigation, that depression is a culturally diverse phenomenon, the authors also recommend that research in this regard should be conducted from a multidisciplinary perspective, so that other paradigms, including those of sociology and anthropology, can also be included. 51 
